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This presentation was prepared as a tool to assist providers and is not intended 
to grant rights or impose obligations. Although every reasonable effort has been 
made to assure the accuracy of the information within these pages, the ultimate 
responsibility for the correct submission of claims and response to any remittance 
advice lies with the provider of services. 

This publication is a general summary that explains certain aspects of the 
Medicare Program, but is not a legal document. The official Medicare Program 
provisions are contained in the relevant laws, regulations, and rulings. Medicare 
policy changes frequently, and links to the source documents have been provided 
within the document for your reference

The Centers for Medicare & Medicaid Services (CMS) employees, agents, and 
staff make no representation, warranty, or guarantee that this compilation of 
Medicare information is error-free and will bear no responsibility or liability for the 
results or consequences of the use of this guide. 

.

Disclaimer

Agenda

• Burden of Chronic Disease

• CCM and other Care Coordination Services under the Medicare 
Physician Fee Schedule

• Care Coordination Services and Payment for RHCs and FQHCs

• Connected Care Campaign 

• CCM Research from the CMS Innovation Center
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Chronic Disease Burden in the United States

Chronic Care Overview

• Half of all adult Americans have a chronic 
condition – 117 million people

• One in four Americans have 2+ chronic 
conditions

• 7 of the top 10 causes of death in 2014 
were from chronic diseases

• People with chronic conditions account for 
86% of national healthcare spending

• Racial and ethnic minorities receive poorer 
care than whites on 40% of quality 
measures, including chronic care 
coordination and patient-centered care

CMS and Chronic Care

• Medicare benefit payments totaled 
$597 billion in 2014

• Two-thirds of Medicare beneficiaries 
have 2+ chronic conditions

• 99% of Medicare spending is on 
patients with chronic conditions

• Annual per capita Medicare spending 
increases with beneficiaries’ number of 
chronic conditions

4
Sources: CMS, CDC, Kaiser Family Foundation, AHRQ

Most Frequent CC’s in Medicare Beneficiaries

Percentage of Medicare FFS Patients by # of Chronic Conditions
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More Chronic Conditions result in More Physician Office Visits

ER Visits Increase with Chronic Conditions
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Number and Frequency of Admissions increases with Chronic 
Conditions
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Spending on Services by # of Chronic Conditions

CCM and other Care Coordination 
Services Under the Medicare 
Physician Fee Schedule (PFS)
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Care Management Overview 

• Ongoing CMS effort to support primary care and person-centered 
care management services

• Improving payment accuracy for these services in “traditional” 
Medicare Part B, by working with the CPT Editorial Panel to 
identify gaps in coding and payment (especially the Medicare 
Physician Fee Schedule or PFS)

• Recent updates to the code set of Evaluation & Management 
(E/M) services

Quality	Payment	Program
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Quality	Payment	ProgramWhat Is Chronic Care 
Management (CCM)?

18

Chronic Care Management (CCM) services by a physician 
or non-physician practitioner (Physician Assistant, Nurse 
Practitioner, Clinical Nurse Specialist and/or Certified 
Nurse Midwife) and their clinical staff, per calendar month, 
for patients with multiple (two or more) chronic conditions 
expected to last at least 12 months or until death, and that 
place the patient at significant risk of death, acute 
exacerbation / decompensation, or functional decline 

• Timed services – threshold amount of clinical staff time performing qualifying 
activities is require per month

• CCM is a critical component of care that contributes to better health and 
care for individuals

• CCM offers more centralized management of patient needs and extensive 
care coordination among practitioners and providers 
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• Initially adopted CPT code 99490 beginning January 1, 2015 to 
separately identify and value clinical staff time and other resources used 
in providing CCM

• Beginning January 1, 2017, CMS adopted 3 additional billing codes 
(G0506, CPT 99487, CPT 99489) 

• Detailed guidance on CCM and related care management services for 
physicians available on the PFS web page at:

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/PhysicianFeeSched/Care-Management.html

What Is Chronic Care 
Management (CCM)?

4

Ongoing CMS effort to pay more accurately for CCM in “traditional” 
Medicare by identifying gaps in Medicare Part B coding and payment 
(especially the Medicare Physician Fee Schedule or PFS)

CMS Chronic Care Management (CCM)
Services

• CMS recognizes that:

– Chronic care management is a critical component of primary care that contributes to  better outcomes 
and higher satisfaction for patients

– There is a great need to invest in primary care and comprehensive care management  for chronic
conditions

– There is a need for more centralized management of patient needs and extensive  care 
coordination among practitioners and providers

• CMS established payment for CPT code 99490 in 2015 to help ensure delivery of  CCM services 
to the millions of Medicare beneficiaries with 2 or more chronic  conditions and increase 
clinician compensation

– As of January 1, 2016, Federally Qualified Health Centers (FQHCs) and Rural Health  Clinics (RHCs) 
can bill for CCMservices.

– CMS established significant rule changes in November 2016  effective Jan 1, 2017 to further 
address the  needs of clinicians and suppliers, including 3 billing codes to ensure practitioners 
are  compensated for time and resources spent providing coordinated care.

Sources: CMS, CDC

Eligible Patients and Providers

21

• Eligible beneficiaries have:
− Two or more chronic conditions expected to last at least 12

months  or until death, that place them at significant risk of death, 
acute  exacerbation, or functional decline

− No other diagnostic limitations
− A given beneficiary receives either non-complex CCM (CPT99490)  

or complex CCM (CPT 99487,9) for a given month

• Eligible reporting practitioners, providers and suppliers:
− Physicians, Physician Assistants, Clinical Nurse Specialists,Nurse  

Practitioners, and Certified Nurse Midwives
− RHCs and FQHCs
− Hospitals (including critical access hospitals)
− Only 1 practitioner and 1 hospital can report CCM per month
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What’s new for CY 2017

For all CCM codes – Simplified and reduced billing and documentation 
rules, especially around patient consent and use of electronic technology. 

22

•Additional separate payment amount through three      
new billing codes

• G0506 (Add-On Code to CCM Initiating Visit, $64)

• CPT 99487 (Complex CCM, $94)

• CPT 99489 (Complex CCM Add-On, $47)

•CPT 99490 still effective for Non-Complex CCM ($43)

Significant changes starting in 2017 
based on feedback from stakeholders.

Visit the Connected Care 
Resource Hub at: 

http://go.cms.gov/CCM

For questions about the 
Connected Care campaign 
and its resources, contact, 

CCM@cms.hhs.gov

Care Management Overview

New Coding

• CY 2013 Transitional Care Management (TCM) codes

• CY 2015 Chronic Care Management (CCM) code

• CY 2016 Advance Care Planning (ACP) codes

• CY 2017 Complex CCM, Behavioral Health Integration (BHI), 
Cognitive Impairment Assessment and Care Planning, Prolonged 
Services Without Direct Patient Contact, Health Risk Assessment 
codes

• Some new codes cover a monthly service period, others a single 
encounter (day)

• Some codes are primarily clinical staff services, others are 
physician services, and some are combination

• Many codes are comprised substantially of non-face-to-face 
services and require advance consent

23

Care Management Overview

• Detailed guidance on CCM and related care management 
services for physicians available on the PFS web page at 
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/PhysicianFeeSched/Care-Management.html

• Additional materials specific to RHCs and FQHCs, OPPS 
and the CCM Outreach & Education Campaign on the CMS 
website
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Chronic Care Management Services - PFS

New coding describing chronic care management (CCM) services 
for patients having two or more chronic conditions expected to last 
at least 12 months or until death, and that place the patient at 
significant risk of death, acute exacerbation/ decompensation, or 
functional decline

 Threshold amount of clinical staff time performing qualifying 
activities is required per month (Scope of service elements)

 Additional work by the billing practitioner (Physician 
Assistant, Nurse Practitioner, Clinical Nurse Specialist 
and/or Certified Nurse Midwife) - Initiating visits, 
supervision/oversight, medical decision-making

Quality	Payment	Program

26www.go.cms.gov/ccm

NOTE: for FQHCs and RHCs 
99490 is the only billable code

Quality	Payment	Program
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Many activities count toward the minimum monthly service 
time to bill for CCM, including:

• Provide comprehensive care management for patients 
outside of in-person visits
 phone calls
 secure messaging
 review of medical records & test results
 self-management education and support
 coordination of care with others on the care team
 exchange of health information with other practitioners
 face-to-face interaction with the patient
 face-to-face interaction with other practitioners

• Sharing patients’ health information, including care plan, with other professionals and 
health care team members

• Managing care transitions, including referrals

• Facilitating follow-ups for patients after discharge from a facility

• Coordinating with home- and community-based clinical service providers and 
documenting this activity in the patients’ medical record
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The following is a sample of actions* that are required to bill for CCM: 

1. Obtain verbal or written agreement to receive CCM services 
from patients, including: awareness of applicable cost sharing, 
information that they can stop participating at any time, and acknowledge that only 
one practitioner (and/or hospital) can provide CCM in a calendar month. 

2. Create and update an electronic “Comprehensive Care Plan” for the patient that 
tracks their health issues, and share it with the patient or their caregiver, when 
appropriate. Periodically review the plan with the patient, and share it with their 
other providers as appropriate.

3. Record certain data through certified Electronic Health Records (EHR), including: 
patient’s demographics, medical problems, medications, and medication allergies. 

* Additional actions may be required for initiating visit.  
Visit go.cms.gov/ccm for specific documentation guidance

Quality	Payment	Program
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The following is a sample of actions that are required to bill for CCM: 

1. Provide continuity of care for patients through a designated care team member with 
whom the patient can schedule appointments, and who is regularly in touch with 
the patient to help them manage their chronic conditions. 

2. Provide patients with a way to reach your practice at 
any time to address urgent needs. 

* Additional actions may be required for subsequent visits.  
Visit go.cms.gov/ccm for specific documentation guidance

Chronic Care Management Services - PFS

• Initially adopted one code - CPT 99490 (Regular or “Non-Complex” CCM) 
 $43 (1/1/2015)

 At least 20 minutes of clinical staff time in qualifying activities

• Two additional codes to distinguish higher complexity/time (1/1/2017)
 CPT 99487 (Complex CCM, $94) – 60 minutes of clinical staff time in 

qualifying activities

 CPT 99489 (Complex CCM Add-On, $47) – Each additional 30 minutes

• Plus Initiating Visits
 Face-to-face E/M visit codes or AWV/IPPE

 Add-On code G0506 specific to CCM assessment and care planning by 
billing practitioner (1/1/2017)
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Chronic Care Management Services - PFS

CCM Scope of Service Elements
 Comprehensive Care Management  

• Electronic care plan that tracks all health issues and is periodically reviewed and 
updated

• Ensure receipt of preventive services
• Medication management and reconciliation
• Transitional Care Management – facilitate and coordinate referrals and follow-up 

after ER or facility discharge
• Coordinate with Home- and Community-Based Clinical Service Providers

 Timely sharing of health information within and outside the billing practice
• Certified EHR- structured recording of a limited data set

 Continuity of Care with Designated Care Team Member
 Enhanced Communication (e.g., secure patient email)
 24/7 Access to Address Urgent Needs
 Advance Consent (can be verbal)
 For complex CCM, moderately or highly complex medical decision-making by 

the billing practitioner and substantial care plan revision (or establishment)

CCM Coding Summary

As of January 2017

BILLING CODE
PAYMENT 

(PFS NON-FACILITY)
CLINICAL STAFF 

TIME
CARE PLANNING BILLING PRACTITIONER WORK

Non-Complex CCM 
(CPT 99490)

$43
20 minutes or more of 

clinical staff time in 
qualifying services

Established, implemented, 
revised or monitored

Ongoing oversight, direction and management

Complex CCM 
(CPT 99487)

$94 60 minutes
Established or 

substantially revised

Ongoing oversight, direction and management + 
Medical decision-making of moderate-high 
complexity

Complex CCM Add-
On (CPT 99489, use 
with 99487)

$47
Each additional 30 
minutes of clinical 

staff time

Established or 
substantially revised

Ongoing oversight, direction and management + 
Medical decision-making of moderate-high 
complexity

CCM Initiating Visit 
(AWV, IPPE, TCM or 
Other Face-to-Face 
E/M)

$44-$209 -- --

Usual face-to-face work required by the billed 
initiating visit code

Add-On to CCM 
Initiating Visit 
(G0506) 

$64 N/A Established

Personally performs extensive assessment and 
CCM care planning beyond the usual effort 
described by the separately billable CCM 
initiating visit

CCM Cost Sharing

• Currently CMS lacks authority under the law to remove the 
usual Part B cost sharing that applies to CCM and similar 
care management services

• Medigap plans must provide wrap-around coverage of cost 
sharing for CCM

• Qualified Medicare Beneficiaries are not responsible for cost 
sharing (FAQ on dually eligible beneficiaries) 
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Care Coordination Services and
Payment for RHCs and FQHCs

34

Care Coordination Services 
in RHCs and FQHCs

Care Coordination Services

 Chronic Care Management (CCM) Services

 General Behavioral Health Integration (BHI) Services 

 Psychiatric Collaborative Care Model (Psychiatric CoCM) Services

35

Care Coordination Services 
in RHCs and FQHCs

Chronic Care Management (CCM) Services

CCM Services (CPT 99490) is at least 20 minutes of CCM services 
directed by an RHC or FQHC practitioner, per calendar month, with 
the following required elements:

- Multiple (two or more) chronic conditions expected to last at 
least 12 months, or until the death of the patient, and

- Chronic conditions place the patient at significant risk of 
death, acute exacerbation/decompensation, or functional 
decline.

Complex CCM Services (CPT 99487) is at least 60 minutes of CCM 
services of moderate to high complexity, directed by an RHC or 
FQHC practitioner, per calendar month, with the same required 
elements.

36
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Care Coordination Services 
in RHCs and FQHCs

CCM Services - Timeline

January 1, 2016 – Payment authorized for RHCs and FQHCs 
when at least 20 minutes of eligible CCM services are furnished.

- Payment for CCM services is made when CPT 99490 is on an 
RHC or FQHC claim (UB-04).  

- Payment rate for CCM services furnished in RHCs and 
FQHCs is based on the Medicare PFS national non-facility 
payment rate for CPT 99490.  

- The RHC and FQHC face-to-face requirements are waived for 
CCM services.

37

Care Coordination Services 
in RHCs and FQHCs

CCM Services - Timeline

January 1, 2017 – CCM requirements revised.

- RHCs and FQHCs can furnish CCM (and TCM) services 
under general supervision requirements instead of direct 
supervision requirements.  

- Scope of Service Requirements (initiating visit, electronic care 
plan, beneficiary consent, etc.) revised, consistent with PFS 
scope of services changes, to reduce the burden of furnishing 
these services and promote beneficiary access to these 
services. 

38

Quality	Payment	Program

CCM in RHCs and FQHCs - 2017
• RHCs and FQHCs can furnish CCM services under general supervision 

requirements instead of direct supervision requirements.  

• Revised Scope of Service Requirements (initiating visit, electronic care plan, 
beneficiary consent, etc.) consistent with PFS scope of services changes.

• RHCs and FQHCs can receive payment for CCM when CPT code 99490 is billed 
alone or with other payable services on a RHC or FQHC claim.

• The RHC and FQHC face-to-face requirements are waived when CCM services are 
furnished to a RHC or FQHC patient.

• Payment is based on the Medicare PFS national non-facility payment rate.  The 
rate is updated annually and has no geographic adjustment.

Significant changes proposed for 2018.  Visit http://go.cms.gov/ccm and click on 
Webinars and Events for link to Aug. 1st National Provider Call for RHCs & FQHCs. 

Links to CCM resources for RHCs and FQHCs can also be found on the CCM website 
under Health Care Professional Resources.

39
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Care Coordination Services 
in RHCs and FQHCs

CCM Services - Timeline

January 1, 2018 – Payment methodology and claims processing 
revised:

- Claims for CCM services furnished on or before December 
31, 2017, continue to be paid when CPT code 99490 is on the 
claim.  

- Claims for CCM services furnished on or after January 1, 
2018, are denied when CPT code 99490 is on the claim. 

- Claims for CCM services furnished on or after January 1, 
2018, are paid when HCPCS code G0511 is on the claim.

40

Care Coordination Services 
in RHCs and FQHCs

General Behavioral Health Integration (BHI) Services 

General BHI Services (CPT code 99484) is at least 20 minutes of 
care management time directed by an RHC or FQHC practitioner, per 
calendar month for:

- Any behavioral health or psychiatric condition being treated by 
the RHC or FQHC primary care practitioner, including 
substance use disorders, that, in the clinical judgment of the 
RHC or FQHC practitioner, warrants BHI services.

41

Care Coordination Services 
in RHCs and FQHCs

General BHI Timeline 

Prior to January 1, 2018 - RHCs and FQHCs not authorized to bill for 
general BHI services (either as an RHC/FQHC or under the PFS).

January 1, 2018 – Payment authorized for RHCs and FQHCs when 
at least 20 minutes of eligible general BHI services are furnished

- Payment for general BHI services is made when HCPCS code 
G0511 is on an RHC or FQHC claim (UB-04) for general BHI 
services furnished on or after January 1, 2018.

- Face-to-face requirements are waived, and services can be 
furnished under general supervision requirements. 

42
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Care Coordination Services 
in RHCs and FQHCs

New General Care Management HCPCS Code G0511 

For use by RHCs and FQHCs only

Payment amount is set at the average of the national non-facility PFS 
payment rates for CCM code 99490, Complex CCM code 99487, and 
General BHI code CPT code 99484.

2018 Payment Rate  - $62.28

43

Care Coordination Services 
in RHCs and FQHCs

G0511 Billing 

Can be billed once per month per beneficiary when the 20-minute 
threshold is met for either CCM or general BHI.

Can be billed alone or in addition to other services furnished during 
the RHC or FQHC visit. 

Cannot be billed if other care management services (such as TCM, 
home health care supervision, or G0512) are billed for the same time 
period.

Cannot count time spent by administrative or clerical staff towards the 
time required to bill these services.

44

Care Coordination Services 
in RHCs and FQHCs

G0511 Services

Directed by the RHC or FQHC primary care practitioner, who remains 
involved through ongoing oversight, management, collaboration and 
reassessment.

Care management services are typically furnished in a non-face-to-face 
setting by clinical personnel working under general supervision of the RHC 
or FQHC primary care practitioner.

45
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Care Coordination Services 
in RHCs and FQHCs

G0511 Requirements

Initiating Visit (same for CCM and general BHI)

Beneficiary Consent (same for CCM and general BHI)

Service Elements (specific service requirements for CCM and general BHI)

Cost-Sharing Applies (coinsurance and deductibles in RHCs, coinsurance in 
FQHCs) 

46

Care Coordination Services 
in RHCs and FQHCs

Psychiatric Collaborative Care Model (CoCM) Services 

Psychiatric CoCM Services (CPT code 99492 and CPT code 99493) 
is at least 70 minutes in the first calendar month, and at least 60 
minutes in subsequent calendar months, of psychiatric CoCM services 
(including the services of a behavioral health care manager and 
psychiatric consultant), for:

- Any behavioral health or psychiatric condition being treated by 
the RHC or FQHC primary care practitioner, including 
substance use disorders, that, in the clinical judgment of the 
RHC or FQHC practitioner, warrants psychiatric CoCM 
services.

47

Care Coordination Services 
in RHCs and FQHCs

Psychiatric CoCM Timeline 

Prior to January 1, 2018 - RHCs and FQHCs not authorized to bill for 
psychiatric CoCM services (either as an RHC/FQHC or under the 
PFS).

January 1, 2018 – Payment authorized for RHCs and FQHCs when 
at least 60 minutes of eligible psychiatric CoCM services are furnished

- Payment for psychiatric CoCM services is made when G0512 
is on an RHC or FQHC claim (UB-04) for psychiatric CoCM 
services furnished on or after January 1, 2018.

- Face-to-face requirements are waived, and services can be 
furnished under general supervision requirements. 

48
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Care Coordination Services 
in RHCs and FQHCs

New General Care Management HCPCS Code 
G0512 

For use by RHCs and FQHCs only

Payment amount is set at the average of the national non-facility PFS 
payment rates for psychiatric CoCM CPT codes 99492 and 99493

2018 Payment Rate  - $145.08

49

Care Coordination Services 
in RHCs and FQHCs

G0512 Billing 

Can be billed once per month per beneficiary when the 60 or 70-
minute threshold is met for either initial or subsequent psychiatric 
CoCM.

Can be billed alone or in addition to other services furnished during 
the RHC or FQHC visit. 

Cannot be billed if other care management services (such as TCM, 
home health care supervision, or G0511) are billed for the same time 
period.

Cannot count time spent by administrative or clerical staff towards the 
time required to bill these services.

50

Care Coordination Services 
in RHCs and FQHCs

G0512 Services

Directed by the RHC or FQHC primary care practitioner, who remains 
involved through ongoing oversight, management, collaboration and 
reassessment.

Care management services are typically furnished in a non-face-to-face 
setting by clinical personnel working under general supervision of the RHC or 
FQHC primary care practitioner.

51
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Care Coordination Services 
in RHCs and FQHCs

G0512 Requirements

Initiating Visit (same as G0511)

Beneficiary Consent (same as G0511)

Service Elements (specific services requirements for the primary care 
practitioner, behavioral health care manager, and psychiatric consultant)

Cost-Sharing Applies (coinsurance and deductibles in RHCs, coinsurance in 
FQHCs) 

52

Care Coordination Services 
in RHCs and FQHCs

For additional information, please see:

https://www.cms.gov/Center/Provider-Type/Rural-Health-Clinics-Center.html

https://www.cms.gov/Center/Provider-Type/Federally-Qualified-Health-
Centers-FQHC-Center.html

53

Connected Care 

Chronic Care Management Campaign

54
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Connected Care

The Chronic Care Management Resource

• Under Section 103b of MACRA, Encouraging Care Management for 
Individuals with Chronic Care Needs, the CMS Office of Minority 
Health (OMH) partnered with the Health Resources and Services 
Administration (HRSA) Federal Office of Rural Health Policy 
(FORHP) to design and implement an Education and Outreach 
Campaign. 

• The education and outreach campaign informed professionals and 
consumers of the benefits of chronic care management services for              
individuals with chronic care needs.

• Focused on encouraging participation by underserved rural 
populations and racial and ethnic minority populations. 

55

Connected Care Resource Hub

• Information for Nurses and Other 
Health Care Professionals 

- Access resources and tools 
explaining the benefits of CCM and 
how to implement this service

• Information for Patients

- Access easy-to-read information on 
the benefits of CCM for Medicare 
beneficiaries living with two or more 
chronic conditions

• Campaign Partnership Resources

- Access information about partnering 
to bring awareness to CCM through 
the Connected Care campaign

go.cms.gov/ccm
56

Quality	Payment	Program

Connected Care 
The Chronic Care Management Resource

57

The CMS Office of Minority Health (CMS OMH) is partnering with 
Federal Office of Rural Health Policy (FORHP) at the Health Resources 
and Services Administration (HRSA) under legislation to design and 
implement an education and outreach campaign to:

• Inform professionals and consumers of the 
benefits of chronic care management services 
for individuals with chronic care needs, and 

• Focus on encouraging participation by 
underserved rural populations and racial and 
ethnic minority populations.  

57
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Connected Care Resource Hub

58

• Information for Health Care Professionals 
• Access resources and tools explaining the 

benefits of CCM and how to implement this 
service

• Information for Patients
• Access easy-to-read information on the 

benefits of CCM for Medicare beneficiaries 
living with two or more chronic conditions

• Campaign Partnership Resources
• Access information about partnering to bring 

awareness to CCM through the Connected 
Care campaign

Visit the Connected Care Hub at: 
go.cms.gov/CCM

Quality	Payment	Program

Health Care Professional Resources

59

• Resources to help health care 
professionals learn the benefits of CCM 
services

• Connected Care Health Care 
Professional Toolkit designed to help 
providers implement CCM and 
engage staff and patients about its 
value

• Postcard for health care professionals 
• Testimonial video (Coming soon)
• Links to CCM resources developed by 

CMS and professional health 
organizations

To download resources, visit: 
http://go.cms.gov/ccm

Quality	Payment	Program

Patient Education Resources

Resources to help health care 
professionals educate patients about CCM 
services:

• Overview of benefits of CCM for 
patients

• Waiting room posters

• Postcard to share with patients 
during visits

• Animated video (Coming soon)

• Links to prevention and disease 
education resources

To order materials, contact 
CCM@cms.hhs.gov

14
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• Partners are vital to the success of the 
Connected Care campaign

• Professional societies, national advocacy 
groups, and local organizations stand at 
the frontline to support patients and 
health care professionals

• Your support is critical to raising 
awareness about the benefits of CCM 
services

Partnerships 

To become a partner, e-mail us at:
CCM@cms.hhs.gov

15
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Partner Toolkit

62

• Use the Partner Toolkit to promote 
the benefits of CCM and share 
campaign resources with eligible 
health care professionals and 
patients

• Suggested partner activities

• Sample language for articles, blog 
posts, and emails for outreach

• Links to educational tools for health 
care professionals and patients 

• Links to shareable media and graphics 

To download the toolkit, visit 
go.cms.gov/CCM

Quality	Payment	Program

Promote CCM and 
Connected Care Resources

63

Use the tools in the Partner Toolkit to 
promote chronic care management and 
campaign resources through multiple 
channels, such as:

• Emails
• Listservs
• Newsletters
• Social media
• Phone Calls
• Webinars
• Events
• Meetings
• Conferences

Promote CCM and 
Connected Care

resources at community 
activities, conferences, or 

other events.
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Quality	Payment	Program
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https://www.cms.gov/About‐CMS/Agency‐
Information/OMH/Downloads/connected‐
hcptoolkit.pdf

Quality	Payment	Program

65www.go.cms.gov/ccm

Evaluation of the Diffusion and Impact 
of the Chronic Care Management 
(CCM) Payment

66
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Overview of CCM Evaluation Project

• Evaluation Period: January 2015 – December 2016

• Only focused on CPT code 99490

• Goals of evaluation: to assess
‒ Uptake and diffusion of CCM services
‒ Impact of CCM on beneficiaries
‒ Overlap with CPC and MAPCP

• Final evaluation report by Mathematica Policy 
Research:

‒ Interviews with beneficiaries 
‒ Interviews with billing and non-billing practitioners 
‒ Impact analysis on utilization and expenditures

67

Highlights from Beneficiary Interviews

• Many beneficiaries reported positive reactions to the initial 
discussion about CCM services

• The informed consent process did not raise concerns
• Beneficiaries understood they could stop receiving CCM services 

at any time

• Although some did not think they were that sick

• Most beneficiaries reported enhanced communication with the 
practice, through regular monthly calls, more timely access to their 
CCM practice, and improved coordination across their care time 

• Most beneficiaries were happy with the CCM services and said 
they would recommend the service to others

68

Highlights from Provider Interviews

• Adequacy of payment
- Small practices credited CCM fee with allowing them to extend care 

management services to Medicare beneficiaries
- Many providers felt payment amount did not cover costs of 

increased staffing and documentation and coordinating care for 
very complex patients

• Impact on continuity, coordination and utilization
- Continuity enhanced with emphasis on successive routine 

appointments with provider   
- Coordination enhanced via between visit phone calls to patients 

and other specialist and f/u after hospitalization/ED visits
- Providers perceived improved patient satisfaction and adherence, 

improved clinician efficiency with delegation to care managers, 
decreased hospitalization and ED visits

Findings of the interviews have been published by JGIM 2017:  
https://www.ncbi.nlm.nih.gov/pubmed/28755097 
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Uptake and Diffusion

Over the first 2 years of the program, approximately 684,000 unique 
Medicare beneficiaries received CCM services

70

Beneficiaries didn’t receive CCM every month

CCM recipients received, on average, six months of CCM services

• 19% received only a single month of CCM services

• For those who received CCM in the first quarter 2015, they received 10 
services on average 

January 2015–
December 2016

First 
quarter

2015

Second 
quarter

2015

Third 
quarter

2015

Fourth 
quarter

2015

First 
quarter

2016

Second 
quarter

2016

Third 
quarter

2016

Fourth 
quarter

2016

Percentage of 
CCM recipients 
with one month 
of CCM services

19 14 15 16 16 17 20 22 30

Average number 
of months of 
CCM services 

6 10 8 7 7 6 5 4 3

Number of new 
CCM recipients 684,584 70,598 74,048 74,825 84,283 94,639 97,692 96,975 91,524
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Geographic Uptake

The greatest concentration of CCM services is in the South

72
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CCM Beneficiaries - Sicker

CCM recipients

20% random sample of 
non-CCM Medicare FFS 

beneficiaries
Mean/percentage Mean/percentage

HCC score . .
Average 1.37 1.00

Number of HCC chronic conditions . .
0 18% 48%
1 18% 18%
2 17% 12%
3 13% 8%
4 10% 5%
5 or more 25% 9%

Number of claims-based frailty conditions . .
0 5% 30%
1 - 3 17% 19%
4 - 6 27% 24%
7 - 9 22% 14%
10 - 12 13% 7%
13 or more 15% 6%

73 Source: 2014—2016 Medicare FFS claims and enrollment data.

Notes: FFS = fee-for-service, SERF = end-stage renal disease.

Top Conditions Among CCM beneficiaries

CCM beneficiaries indeed had conditions that likely placed them at 
risk for functional decline
HCC Condition Percentage

Diabetes without complications 38

Vascular disease 28

Diabetes with chronic complications 24

Chronic obstructive pulmonary disease 23

Congestive heart failure 22

Specified heart arrhythmias 21

Major depressive, bipolar, and paranoid disorders 12

Breast, prostate, and other cancers and tumors 10

Rheumatoid arthritis and inflammatory connective tissue disease 10

Acute renal failure 9

74

Uptake Among Practitioners

• Over the first 2 years, 16,549 practitioners billed for CCM services within 
5,683 unique practices (Tax Identification Number)

• There is a sharp decline in the growth of new providers and practices 
between the first and second quarters of 2015 and a more gradual 
decline at the end of 2016.
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Smaller Practices Moved Fast

• Nearly three-quarters of those 
billing for CCM services were 
practices with five or fewer 
providers, and 42% were solo 
practitioners. 

• 10 patients was the median 
number of patients managed 
per month

• Primary care physicians 
(internal medicine, family 
practice, general practice, or 
geriatric medicine) furnished 
68% of CCM services. 

76

Regression-Adjusted Findings: 
Annual Expenditures

Estimated PBPM impact of CCM on total expenditures and by expenditure 
category: 6-, 12-, and 18-month follow-up periods

Note: # significantly different from zero at the 0.1 level, two-tailed test; * at the .05 level;
** at the .01 level; *** at the .001 level.

PBPM = Per Beneficiary, Per Month
77

Results: Annual Utilization

Annual utilization (12-month follow-up)

• The increase in primary care visits aligns with our findings of 
increased professional expenditures

• The decrease in ED visits and hospitalizations aligns with the 
decreases in inpatient and outpatient expenditures

Outcome Estimated impact

Average number of primary care visits 1.1***

Average number of specialty visits 0.0

ED visits (per 1,000 beneficiaries) -23**

Hospitalizations (per 1,000 beneficiaries) -47***

Hospice (percentage) 0.6*

Source: Medicare 2014–2016 enrollment and FFS claims data.

*Significantly different from zero at the .05 level, two-tailed test. **at the .01 level, ***at the .001 level
78
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Results: Preventable Hospitalizations 

Potentially preventable hospitalizations (12-month follow-up)

• In general, the rate of growth in the likelihood of an admission was lower 
for CCM beneficiaries

• The likelihood of admission for these conditions was low in both the 
baseline and follow-up periods for both CCM and comparison 
beneficiaries

Likelihood of hospitalization with primary diagnosis Estimated impact

Diabetes -0.1***

COPD 0.0

CHF -0.3***

UTI -0.1***

Dehydration -0.1

Pneumonia -0.2*

Source: Medicare 2014–2016 enrollment and FFS claims data.
*Significantly different from zero at the .05 level, two-tailed test. **at the .01 level, ***at the .001 level
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Conclusions

• Some clinicians chose to use the new CCM payment as a 
rationale to undertake meaningful care management for 
specific Medicare beneficiaries
- With attendant increases in primary care visits and home care 

services and reductions in ED visits, hospitalizations, and use of 
SNFs.

• The uptake of the CCM was greater in small and independent 
practices, where respondents perceived self-motivated 
clinicians and where frontline staff appeared to have greater 
flexibility and autonomy

• Perceived barriers to implementing the original CCM payment 
policy appeared to be substantially addressed with the 2017 
rule modifications
- Most notably for higher severity payments and reduced HIT and 

documentation requirements
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Contact Information

CMMI Contact: 

Sai Ma, sai.ma@cms.hhs.gov

Full Evaluation Report Available Online:
https://innovation.cms.gov/Files/reports/chronic-
care-mngmt-finalevalrpt.pdf
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